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Secondhand Smoke Dangers 

Sudden Infant Death Syndrome (SIDS), colic, middle ear infections, worsen- 
ing of asthma symptoms, respiratory problems - tliis Is just a partial list of 
children's medical problems associated with secondhand smoke exposure. 
Despite all the known adverse health effects, 40% of American cliildren 
are routinely exposed to secondhand tobacco smoke in their own homes. 
Adverse effects on cognitive skills should also be added to the Ust. 

Ina study that was published in 2005, doctors at the Cincinnati Children's 
Environmental Health Center at tlie Cincinnati Cliildren's Hospital Medical 
Center foiuid that tlie higher a child's urine cotmlne level (a breakdown 
product of nicotine and an indicator of tobacco smoke exposme that's ex- 
creted in the urme), the lower the performance on tests of math, reading, 
and visual- spatial skills. Data from more than four thousand nationally 
represented children ages 6-16 was used for the study. The decreases were 
seen even at low cotinine levels. Tlie lower test scores correspond to an IQ 
decrease of two to five points. 

Environmental Health Perspectives . 01/05 



Infant Abuse 



Tlie first national study of infant abuse and neglect found a "distressing" 
total of 91,278 cases In 2006. Nearly one-tlilrd involved babies a week old 
or younger. The study looked only at abuse in children one year old and 
younger. 

According to Ileana Arias, PhD, director of the CDC's National Center for 
Injiuy Prevention and Control, "When we got the numbers - 1 wouldn't say 
we were surprised - but we were certainly distressed." 

From October 2005 through September 2006, chUd protection services 
investigated 3.6 million cases of possible neglect or abuse of cliildren 18 
years old and younger. Of these cases, 91,278 involved substantiated 
maltreataient (neglect or abuse) of children under one year - a rate of 25 
per 1,000 children (or 2.5%). 

35,455 (38.8%) were yoiuiger than one month old 
• 29,811 (32.7%) were yomiger than one week old 

499 (0.5%) children under one year of age died 

Tlie study didn't look at the sped&c types of abuse. Many of the abuse 
cases of children one week or younger may have been the result of mater- 
nal drug abuse testing. Prenatal ejqaosure to drugs is considered a type 
of cliUd neglect. 

Morbidity and Mortatity Weekly Report. 4/08 



SIDS -Lowering the Risk 



By Katherine Brazzale, MD 



Perhaps the greatest fear for any new parent is that 
of SEDS (Sudden hifant Death Syndrome), probably 
because no exact cause has been Identified, and the 
ability to prevent it remains a mystery. The good news 
is that as more research has been done to clarify the 
SIDS phenomenon, it has become easier to identify 
infants and families at greatest risk and advise parents 
on steps they can take to minimize it. 

Tliough the incidence of SIDS has declined shari^ly 
in recent decades, SIDS is the leading cause of post- 
neonatal mortality (death between one moutli and one 
year of age) and causes some 2,300 deaths per year in 
the United States. The average age of death attributed 
to SIDS is 1 1 weeks, witli peak incidence between two 
and foiu mouths of age . Tlie accepted definition of SIDS 
is "sudden death of an infant younger than one year 
that remains luiexplained after a thorough postmortem 
investigation, including a complete autopsy, examina- 
tion of the death scene, and review of the clinical his- 
tory. " SIDS is therefore a diagnosis of exclusion. 

Identifying Vulnerable Infants 

In looking to identify infants most at risk, and thereby 
provide closer monitoring, researchers have identified 
several factors - some of which are modifiable - that 
hopeftiUy will provide some reassiuance to parents. Un- 
fortunately, some of the factors are not modifiable. 

Pregnancy- associated risk factors indicating which 
babies are more vulnerable to SIDS include placenta 
previa, abruptio placentae, premature rupture of 
membranes, and small for gestational age neonates. 
Obviously many factors may contribute to babies being 
bom small for gestational age. Other maternally- related 
factors include mothers being in their teens, poor pre- 
natal care, giving birth preterm, and the baby being 
of a low birth weight. Demographic risk factors also 
include the mother being of a lower educational and 
socioeconomic level and being a single parent. Within 
both the United States and the United Kingdom, most 
SIDS deaths today occur in disadvantaged families. 

Perhaps the most important of the modifiable risk fac- 
tors are maternal smoking and recreational drug use. 
Maternal smoking during and after pregnancy has long 
been known to be a very strong risk factor for SIDS, 
and the more the mother smokes, the greater the risk 
to the infant. Indeed, any smoking around the infaift 
can increase the risk of SIDS by almost two- thirds. In 
addition. Illegal drug use (cannabis and opiates in par- 



ticular) is a significant risk factor even after accounting 
for tobacco smoking. 

The Sleep Environment 

The sleep enviromnent is also a major factor in deter- 
mining risk of SIDS, audit is also one that can be eas- 
ily modified. This was proven when the back-to-sleep 
campaign was initiated in 1994. With the widespread 
acceptance of this plan, the risk of SIDS in the United 
States fell more than 50% from 1992 to 2002. Risk 
factors studied over the years include sleep position, 
sleep surface, clothing, bedding, room temperature, 
and whether or not the infant shared the bed with its 
parents. As a direct result of this research, the Ameri- 
can Academy of Pediatrics (AAP) has developed a set 
of recoiiunendations to reduce SIDS risk. 

Particular interest has centered on resultant low oxygen. 
blood saturations, and the possibilify that these infants 
may have an impaired ability to arouse from sleep. 
Even healthy infants, in general, have an immature 
response to low oj^gen concentrations when compared 
with adidts, so the ability to wake up by themselves is 
an important defense mechanism to protect them from 
prolonged low oxygenation. It is thoiight that infants 
are at greater risk for SIDS if thefr ability to self-arouse 
from sleep is luider developed. 

Results of studies in sleeping supine (face up) are un- 
equivocal, hifantsarelessltkelyto develop SIDS if they 
sleep on thefr backs. They are more easily aroiised in 
this position and can thus respond more readily to low 
oxygen concentrations in their blood. However, when 
the back -to- sleep campaign was first recommended, 
some doctors were concerned about the risks of chok- 
ing on vomit, aspfration pneumonia, gastroesophageal 
reflux, and plagiocephaly (flattenuig of the head due 
to sleeping in the same position repeatedly). In light 
of the potential for developing plagiocephaly in infants 
who always sleep in the supine position, parents need 
to luiderstand an infant's need for "tummy time" and 
should place the infant on his or her stomach during 
wake time when someone is watching. Tiuimiy time 
promotes development of neck, shoulder, and head 
muscles, hi addition, the AAP recommends moving 
the infant's head occasionally from one side to another 
dining sleep. 

Controversy and stror^ emotion have surrounded the 
issue of parents sharing a bed with thefr infants. Bed 
sharing (also called "co-sleejnng" and "family bed") has 
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become increasiiigly cominon, partly because it can 
facilitate breastfeeding and promote mother-infant 
bonding. In some studies, tlie risk of SIDS with bed 
sharing is liigher only in mothers who suioke and 
in very young infants (11-16 weeks). The chance of 
blankets and pillows covering the baby's face is also 
greater in the parents' bed, 

and bed shartug is riskier Additional Sources of Information 

if the mother is overtired 

or has used medications The American Academy of Pediatrics 
(or illegal substances) that httpV/www.aap.org/healthtopics/sleep.cfm 
promote drowsiness The '^^ National Institute of Child Health and Human 
AAP recommends that an Developmentt 
infant can be breastfed in littp://www.nlchd,nih.gov/slds 
the parents' bed but then '^^ National SIDS/Infant Death Resource Centre 
should be returned to Ills httpV/www.sidscentre.org 
or her own crib, preferably 

in tlie parents' room, whicli also reduces risk. Medical 
professionals also agree that infants should never sleep 
with parents or other children on a sofa. This practice 
carries extremely high risk as the cushioning and seat 
pads on a sofa are often excessive and can sometimes 
slilft during sleep smothering the baby. Sleeping tod- 
dlers and cliildren can move excessively without being 
aware of their surroiuidings. Consequently, if they end 
up sharing tliis unsuitable substitute for a bed with 
an already vulnerable infant tlien the likelihood of ac- 
cidental suffocation is extremely high. 



system Is sensitive or spedflc enough to be useful as a 

preventive measure for SIDS . The AAP position is that 

monitors nkight be appropriate for infants who have had 

an apparent life -threatening event (ALTE), defined as 

an event that is frightening to the caregiver but does 

not lead to collapse or deatli. No evidence, however, 

shows that home electronic 

surveillance reduces the 

risk of SIDS. 

Conclusion 

In light of extensive recent 
research, we now know of 
a nimiber of measiues that 
parents can take to mini- 
mize the risk of SIDS for any 
infant. These Include smok- 
ing cessation, abstinence from recreational drug use, 
having the infant sleep in its back, and doing one's 
best to optimize the health and care of the mother 
throughout her pregnancy. Unfortiuiately some factors 
remain lumiodifiable. Better awareness of such factors, 
however, will hopefully lead to earlier ideutl&catlan of 
infants at greater risk, and reduction of tliis risk by 
better education of childcare givers. 



Pacifier Use 

Although the biological mechanism is luiknown, recent 
studies strongly suggest that pacifier use, particvilarly 
when the lufaut is placed for sleep, lowers the risk of 
SIDS. Argiuneuts that have been made against using 
pacifiers include a reduction in breastfeeding, dental 
malocclusions, and an increased risk of otitis media 
and oral yeast infectious. The controversy continues, 
but the AAP finds the reduced risk of SIDS in studies 
of pacifier use to be compeUlng and recoiimiends that 
a pad&er can be used, with certain restrictions. They 
suggest that pacifiers should be discontinued at one 
year of age, used during nap or bedtime, kept clean, 
and. for breastfeeding infants, not used until breast- 
g is established at about one month. 



Immunizations 

Immunization has been a controversial topic for a 
number of years for various reasons, but recent stud- 
ies continue to show no association between SIDS and 
diphtheria- pertussis -tetanus (DPT) Immunization. 

Home Monitors 

For worried parents, the idea of home monitors has 
intuitive appeal. Unfortunately, studies have found 
that apneic events (pauses In breathing) are so com- 
mon In all post neonatal mfants that no surveillance 



Katherine Brazzale. MD. is the chief resident in fam- 
ily and community medicine at Shands University of 
Florida. She did herfirst degree and medical training 
all at University College London, in the UK. and tlien 
worked as a doctor tliere. for one year, before coming 
to tlie U.S. three years ago. 



Salt, Soda, and Obesity 

Tlie more salt in a child's diet, the more soda he drinks 
and tlie greater his chances of becoming obese. That's 
the finding from a study in Great Britain. 

Tlie data collected from 1,600 cliildren ages four to 
eighteen found those who ate a lower-salt diet drank 
less fluid and especiaUy less sweetened soft drinks. The 
researchers calculated that by decreasing daily salt 
intake by 1 gram per day wouldlessen the child's sugar- 
sweetened soft drink consumption by 27 grams. 

According to Feng J. He, MD, the lead researcher, 
"If children aged four to eighteen years cut their salt 
intake by half - an average reduction of three grams 
per day - there would be a decrease of approximately 
two sugar- sweetened soft drinks per week per child, 
so each child would decrease caloric intake by almost 
250 calories per week." 

Hypertension. 03/08 
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Long-Term Effects of Dieting Articles on 
Adolescents e^ ^j,^,^j sioviter 



Eating disorders rarely exist in liupoverlslied nations. 
Countries and cultures wliere food Is scarce do not 
have noticeable Incidents of anorexia or bulimia. Yet 
here in the United States, 0.5-1. 0% of yoiuig women 
are diagnosed with anorexia nervosa, and 6-20% of 
those with clinical anorexia die from it. Though many 
of us know of such statistics , how Is It that body lm.age 
continues to plague our youth, particularly oui yoruig 
girls? Adolescents know tliat fashion magazines such 
as Elle and Vogue contribute to unliealthy body images 
because they know that tlie models wit hin those pages 
represent only 1% of tlie American female population 
and are airbrushed to appear even more flawless. But 
such knowledge does not seem to deter them from read- 
ing such magazines or aspiring to be model-tliln. 

Patricia van den Berg, PhD and her colleagues from 
the School of Public Health at University of Minnesota 
set out to determine exactly what the effect of reading 
dieting advice In magazines had on adolescents. Spedfl- 
cally, they conducted a longitudinal study to evaluate 
the association of the frequency of reading magazines 
containing dieting and/ or weight loss articles with 
weight- control behaviors and psychological outcomes 
five years later. Coined Project EAT, the study used 
data from 2,516 Minnesota jiuilor high and high school 
students in grades 7-12 from 1999 (time 1) and 2004 
(time 2). 

Jennifer Utter, MPH and her colleagues published a 
similar studyintlie January 2003 Issue of the Joumai 
of Adolescent Medicine that examined the relation- 
ship between the soclodemographlc characteristics 
of adolescents who read magazine articles on dieting 
and weight loss and thefr psychosocial well being and 
weight control behaviors. Though they foiuid a rela- 
tionsliip, indeed "|d|letlng- related magazine exposure 
was associated with Indicators of psychosocial distress 
and unhealthy dieting," the nature of the study was 
luiable to determine If reading the magazine articles 
clearly caused the adolescents to adopt unliealthy at- 
titudes toward body image or if adolescents who were 
Inclined to have an uiihealtliy body image sought out 
sucli magazine articles. Van den Berg's recent study 
aimed to answer the question of the long-term efi'ect 
of magazine reading on certain eating behaviors and 
attitudes. 

Tlie study results were not too surprising. Forty-four 
percent of the females reported reading dieting articles 



"frequently," compared to only 14% of the males. 
Whereas wlilte and Asian female respondents were 
more Ukely to read dieting articles, white and Native 
Amencan males were less Ukely to read them. Among 
the females, gfrls In the lowest socioeconomic category 
were less Ukely to frequently read dieting articles than 
gfrls in the other socioeconomic categories. However, 
the results showed that the lilgher sodoeconomlc level 
amalerespondent came from, tlie less likely he was to 
frequently read tlie articles. 

More Importantly, the study results confirmed what 
the researchers had guessed: that the more often an 
adolescent reads diet or weight- oriented magazine ar- 
ticles, the more likely he or she will engage in imliealtliy 
weight- control behaviors. After controlling for certain 
variables, the researchers found that, compared to 
gfrls who never read diet or weight loss-oriented ar- 
ticles, girls who "often" read them were Just as Ukely 
to engage uihealthywelght-controlbehavlors, twice as 
likely to engage ui unhealthy weight- control behaviors 
or bulging, and three times as likely to engage fri ex- 
treme weight- control behaviors. And, when compared 
to otlier males who never read diet and weight- oriented 
articles, males who "often" read weight -related articles 
were one and a half tunes more likely to engage in 
healthy weight- control behaviors, as likely to engage 
ui unliealthy weight- control behaviors, sUghtly less 
likely to engage in extreme weight- control behaviors, 
but three times more Ukely engage in buiguig. hiterest- 
uigly, the results showed tliat there was no uicreased 
measurement of depression, self-esteem or body sat- 
isfaction associated wltli frequency of reading diet and 
weight- oriented articles. 

So what do these results mean? Past research on this 
subject had shown short-term negative effects of read- 
uig diet aiidwelght-orlented articles on weight-control 
behavior and body image, but this study concluded 
that there Is, as well, a long-term effect. Five years of 
frequently reading such articles can have a negative 
Impact on an adolescent's weight- control behaviors. 
The researchers concluded that, based on the study, 
there continues to be a need to limit tlie exposure to 
such potentially harmful media content. They suggest- 
ed tliree media interventions: 1) mothers "stopbuyuig 
these magazines for themselves so that tliey are not 
uiadvertently cjqjosing thefr daughters to tlie dletuig/ 
weight loss messages and tliln Ideal images in these 
magazines," 2) enliance adolescents' media Uteracy 
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skills, aiid 3) healtlicare providers reauove "appearance, 
diet, aiid weight loss-oriented niagaziues from waiting 
areas and exauiinatiou rooms, so as not to reinforce 
potentially liaiukful social nomis and niess^es wit hin 
health promotion settings." 

Recognizing the media's role in adolescent behavior 
and practices is not new. In 1999, the American Acad- 
emy of Pediatrics (AAP) introduced "Media Matters," a 
campaign to "media- educate" families (parents, chil- 
dren and adolescents alike). Tliough their approach 
incorporated all types of media, the AAP's message was 
clear: parents and healthcare providers will have to be 
responsible for educatiug their children on tlie media 
because tlie media isn't taking respousibLlity. The AAP 
recommended that parents take steps to provide posi- 
tive and educational offerings, and keep the lines of 
conmiunication open with tlieir children. 



It is never too early to talk with your cliild about what 
she reads. Just as you might discuss a book's plot or 
character development with yoiu fifth grader, you can 
talk about the messages conveyedin fashion magazines 
and other commercial media that suggest unrealistic or 
unhealthy ideals. Parents need to teach their cliildren 
to engage in healthy weight- control behaviors, such 
as eating a proper diet and exercising regularly. If our 
cluldren, especially our daughters, see us buying and 
reading tlie latest issue of Cosmopolitan, then we're 
sending tlie wrong message. 

Vikki Sloviter received herBA in History of Science and 
Medicinejrom Yale University. Slie lives inBucks Coun- 
ty, Pennsylvania with her husband and three young 
children. She also proofreads, copy edits, researches 
and writes Jor Pediatrics for Parents and NeedyMeds. 
com. 



Newborn Vision 



By Aimee Alderman-Oler, MA 



When your newborn looks at you, she m.ay sometimes 
appear cross eyed, or perhaps one eye might roU in, 
seeming to look at her nose. This is, in part, because 
the newborn does not focus well. As a matter of fact, 
at birth, vision is the least developed of tlie five senses. 
Although perfecdy normal, her seemingly errant eye(s) 
can be disconcerting. To strengthen her eyes, parents 
can do a simple exercise with their newborn a couple 
of times a day. Tliis will help the baby work toward get- 
ting more organized when looking at tilings, and make 
her eyes less jerky and jiuupy and more coordinated 
and smooth. 

Tracking Exercise 

Tracking is an eye exercise that can provide appropriate 
practice focusing both eyes on a single object. Some 
examples of easy, enjoyable and engaging objects to 
track are: 
a mirror 

black and white simple patterns such as a checker- 
board pattern, btills eye or stripes, which can easily 
be drawn with a black marker on white paper 
a single simple liigh-contrEist picture in a bright 
color, such as a red bird on a white backgroiuid 
avividpictrueof ababyface, such as one cut fi^om 
the cover of a parenting magEiziiie 

Make sure there is enough light for baby to see the 
object clearly. Hold the object 8-15 inches from your 
child's face. First let your newborn study the object, 
and then move the object smoothly and slowly side to 
side to encoiuage smooth tracking. Tracking practice 
helps your baby to move both eyes together. 



A parent's own face Is the most visually stimulating 
object for a newborn. Because she sees best at the 
distance measured between her and a parent's face in 
feeding position, and because she has a strong attrac- 
tion to her parent's face, it is ideal for tracking. When 
your newborn is quiet and alert and gazing intently into 
your face, slowlymoveyoiufacefromsideto side. Your 
child will follow with her eyes, improving the coordina- 
tion of the small muscles that control eye movement. 

Tliese simple exercises will provide practice focusing 
the eyes and moving the eyes together, but watch 
for signs that indicate when baby has had enough 
stimulation. Yoiu baby may turn away, begin to cry, 
or raise her hand to cover her eyes. Then it's time for 
a break! 

What comes next? 

Tracking is the foimdation block for skills to come. Very 
soon, baby will have better visual ability to notice de- 
tails, making vision an important soiuce of information. 
By six months, babies see in color. They have depth 
perception. Walking slowly aroiuid a large object will 
help yoiu child create a 3D image of it in her mind. 
Babies may stare for longer periods of tliue, examining 
an object for up to one minute. At this age, they can 
see between four and 1 1 feet. To find out how far your 
baby can see at tliis age, slowly walk away when she 
is looking at you and notice when she loses focus. By 
one year, your cliild will have ahuost adult visionl 

Aimee Aldeniian-Oler is a certified parent educator living 
and working in Kansas City. MO. 
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Children in Hospitals 



^^^^^^^■j^^^^^H Au eight- luoutli- old little boy 
was brouglit to a local pedia- 
trician's office because of cough. It seemed like a fairly 
straight -forward, nui-of-tlie-iiullcouiplaiiit, especially 
ill the iiudst of cold and flu season. Tlie pediatrician 
asked the usual questions pertinent to the complaint. 
Was there fever? Was there difBculty breathing, wheez- 
ing or mucus production? How were the cliUd's ap- 
petite and activity level? It was tlie answer to this last 
question that gave him pause. The motlier stated that 
the cliild had been sleepier than usual, and that he 
had thrown up a few times, especially that moniiiig. 
Also liis appetite had not been up to its usual vigorous 
standards. 

Hiese syiuptoms could still be present with respiratory 
infection, tlie pediatrician thought, however the sleepi- 
ness and the vomiting did seem to be out of proportion 
with some of the child's other symptoms. Sleepiness 
andvomittug, he thought to himself, are often signs of 
sometliiug wrong with tlie nervous system. 



By John E. Monaco, MD 



Head Trauma: Ar) Unusual Presentation 



be affected by the fall, other than typical temporary 
discontent. 

The pediatrician thought differendy and sent the child 
to our hospital for a stat CT scan of the head. One of 
my associates was asked to assist with the procedure 
since most kids this age require some sort of sedation in 
order to acliieve a good quality study. This patient did 
not require sedation, however, because he was already 
quite sleepy, andtlius inappropriately cooperative. His 
unusual sleepiness was explained by the flndtugs of 
the CT scan. 

Surprisingly, this child was found to have sustained a 
subdural hematoma - a bleed luider the skull - wi thin 
the brain area that measiued three by seven centime- 
ters. The large blood collection was pressing on the 
temporal lobe and causing the midline of the brain to 
sliift away from tlie Injured area. Tliese were all very 
serious signs and required immediate attention by a 
netnosurgeon. 



After qiiestiouing tlie mother fiutlier and getttug no 
more insight into tlie child's ilhiess, he then proceeded 
with his physical exam. Since the cliHd was quiet - 
asleep actually - in his mom's arms, the pediatrician 
decided to listen to tlie heart and lungs first, a task 
made much more difficult with a screaming, combative 
infant. Tlie lungs were completely clear, and the heart 
soiuided normal. It was now time for the ears and 
throat. Wlien he placed Ills hands on the child's head 
to position him for the ear exam, he felt it: a boggy 
area on the side of the child's skull. The child jiuuped 
a little when the doctor ran his fingers over it, as if tlie 
biuup were painful. 

Tlie pediatrician asked the child's mother what the 
biuiip was and if the child had injiued himself m any 
way. As a matter of fact, she remembered, her sou had 
been playing ui the bathroom the day before, while 
she was in there with him. She said that he had been 
crawling around on tlie fioor and at one point attempted 
to climb up on the bathtub and feU on tlie floor, hit- 
ting his head. She hadn't tliought anything of it at tlie 
time since he cried immediately and didn't seem to 



Within hours tliis little boy was in the operating room 
where the neurosurgeon evacuated the hematom.a. The 
luiderlying brain was found to be completely healthy 
and normal and soon after surgery, this otherwise- 
healthy eight -month- old was awake and playing with 
toys in liis crib. 

Tills case was soon the talk of the doctor's loiuige. 
It was humbling and frightening for those of us who 
take care of children to see how subtly sucli a serious 
injury could present. It was also a credit to the child's 
pediatrician, who, despite the simplicity and ordinari- 
ness of tlie presenting complaint (cough), conducted 
a thorough history and physical exam that eventually 
led to an accurate diagnosis and that ultimately saved 
a cliUd's life. 

John E. Monaco. MD. is board certified in both pediatrics 
andpediatric critical care. His new book. Moondance to 
Eternity, is now atxiilable. He lit^s and works in Tampa. 
Florida. He welcomes your comments, suggestions, and 
thoughts on his observations. 



Pediatrics for Parents 



Volume 24, Number 4 




"Baby Doc" Eden Explains 

ByAlvin N. Eden, MD 

Breastfeeding 



Hiere have beeii considerable 
advances in recent years in 
the scientific knowledge of 
the benefits of breastfeeding, botli for the baby and 
for the mother. The ideal way to noinish a baby is to 
breastfeed. Human millt has been shown to be ideally 
suited to the infant's nutritional and emotional needs. 
Further, there is strong evidence that breast milk con- 
tains antibodies that protect the baby against many 
viral and bacterial infections. This decreases the inci- 
dence and/ or the severity of a wide range of infectious 
diseases, including meningitis, diarrhea, pneumonia 
and luiuary tract Infections. In addition, infant moral- 
ity rates after one month of age are reduced by 21% in 
breastfed infants. 

Tliere are many other health advantages for yoiu baby 
if you breastfeed. Among the most important are tlie 
following: 

1 . Breastfed babies are better able to handle choles- 
terol later on in fife. 

2. Breastfeeding reduces the number of middle ear 
infections your baby will develop. 

3. Breashiiilk protects against certain forms of cancer, 
such as lymphoma and leukemia. 

4. Many studies have shown that breastfeeding in- 
creases your baby's I.Q. 

5. Breastfeeding protects against overweight and obe- 
sity. 

I am often asked how long a baby should be breastfed 
to achieve the maximiuu benefits. There is no specific 
length of time. The best answer I can give is the longer 
the better. Even one month of breastfeeding is better 
than no breastfeeding at all. 

Some investigations measuring the I.Q. increase as- 
sociated with breastfeeding suggest that at least three 
months is needed. Similarly, otlier studies have shown 
that in order to obtain the benefits of itiuuunity against 
certain illnesses a miuimiun of three months of breast- 
feeding is required. But as far as I am concerned, six 
montlis is better than three mouths and twelve moutlis 
is even better. 

This leads me to another question. Can breastfeed- 
ing be continued for too long? Or is It ok to continue 



breastfeedingafter twelve months? It certainly is. Many 
mothers are still breastfeeding at tlieir toddler's second 
or even third birthday party. As long as both mother 
and child are happy with the feeding, there is no medi- 
cal reason to stop. 

Tliere are very few contraindications to breastfeeding 
yoiu baby. Mothers in the U.S. who are HIV positive 
are advised not to breastfeed. Breastfeeding is also 
coutraindicated for mothers with active tubercidosis, 
those receiving antibodies or chemotherapy agents, or 
are using drugs of abuse ("street drugs"). Antibiotics 
are not a contraindication to breastfeed. 

It is important to remember that although breast milk 
is the healthiest way to feed yoiu baby, it still does 
not supply all your baby's nutritional needs. Tliere is 
insufficient iron and vitamin D in breast iiulk and so 
Tlie Committee on Nutrition of the American Academy 
of Pediatrics recommends that supplemental vitamin D 
and iron be given to exclusively breastfed babies start- 
ing between two to four months of age. Please consult 
your baby's pediatrician about this recommendation. 

Tlie health advantages for the breastfeedtug mother 
are less known than tliose for the baby. But, here are 
a few known advantages: 

1 . Decreases post-partum bleeding and more rapid 
involution of tlie uterus 

2. Reduces the chances of developing post-partiuu 
depression 

3. Decreases the risk of obesity and type 2 diabetes 
mellitus 

4. Decreases the risk of breast and ovarian cancer 

5. Decreases the risk of osteoporosis and liip fracture 
in the post -menopausal period 

6. Allows mother to get back into shape more quickly 
with earlier return to pre-pregnancy weight 

More mothers choose to breastfeed now tliaii did twenty 
or thirty years ago. In fact, in 2007 the Centers for 
Disease Control reported that 73.8% of all U.S. ba- 
bies born in 2004 had been breastfed at some point. 

Continued on page 9 
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Perspectives on Parenting 

By Michael K. Meyerhoff, Edb 

Promoting Autonomy in Toddlerhood 



During the first months of life, 
the key psychological issue for 
iiifautsiiivolvesthedevelopuieiit of asenseoftrust. The 
helpless newborn must learn that he can coiuit on liis 
fellow human beiugs, particularly his parents, to care 
for him dining this period when he is completely luiable 
to care for himself. And as long as he receives the kind 
of consistent and competent nurturing services that 
most mothers and fathers provide, developing this solid 
foiuidation for all futine ititer personal relationsliips 
ordinarily proceeds without problem. 

However, as the child moves into toddlerhood, his psy- 
chological health niay very well become jeopardized. The 
key issue at tliis pottit is autonomy. Now that he is a 
toddler, he can start dorug things for liimself. He can 
move aroiuid on liis own, he can start feeding liimself, 
and he can start dressing liimself. 

Iflie is encouragedto do so and praised for doing so, he 
develops a strong sense of tiidependence that will enable 
liiiii to become a capable and self-sufficient citizen of 
the world tu the years to come. But regrettably, a lot of 
mothers and fathers do not do an entirely admirable 
job of helping their child through this stage. 

Once a child starts to crawl aroruid on his own, he 
enters a very exciting time of life. He can explore new 
areas, investigate new tilings, and learn all sorts of new 
stufi' as he wanders about. Unfortunately, he also enters 
a very dangerous time of life. He can fall down a flight 
of stairs and he can find poisonous substances under 
the sink. And not only are there things that can harm 
liiiii, but there are many tilings that he can harm. He 
can knock over delicate glass vases or pull out all tlie 
wires on an e^qjeiisrve stereo system. 

So, if you are a loving and conscientious parent, how 
do you handle this situation? Well, mothers and fathers 
tend to go in one of two directions. Some safety proof 
their home, making as much of it as possible accessible 
and hazard-free for their adventurous little one. They 
then let liim roam about at wUl. Others decide to restrict 
their cliild to a playpen or a gated area for much of the 
day. They toss m a lot of toys to keep him entertained 



and occupied, then let him roam about only when they 
are available to supervise. 

Both approaches seem highly responsible and eminently 
sensible. However, ifyou understand how critically im- 
portant it is for a toddler to develop a sense of autouamy, 
it is dear that there is only one way to go. In order for 
their child to be psychologically as well as physically 
healthy, parents really have no choice but to take tlie 
safety- proofing route. 

Let's say a toddler's parents decide to restrict him unless 
they are present to protect both him and their household 
possessions. Wlieu they set him free, what happens? 
The child eagerly roams around, and his parents follow 
close behind shouting, "No! Stop! Don't touch tliatt No! 
Don't go there! No!" What lesson does that teacli the tod- 
dler? He learns that when he exercises his new abilities, 
the people he loves the most don't Uke it and get upset, 
histead of developing a strong sense of independence, 
he instead starts to feel shameful and doubtful about 
going off and doing anything on liis own. 

Although taking the safety-proofing approach obviously 
is less convenient and more risky, it does not have to 
be onerously so. The toddler does not have to be given 
access to every area of the house. Various rooms can 
be designated as off limits and be kept either gated 
or locked. And even if tlie parents do a thorough job 
of safety proofing, tliere will be plenty of times in the 
courseoftheday when they will still caution, "No! Stop! 
"Don't touch'" It is merely necessary that the prepon- 
derance of the child's ejqjerlences be positive and that 
he generally gets good vibes from those he loves when 
he goes off on his own. 

Another aspect of promoting autonomy during toddler- 
hood where a lot of modern motliers and fathers could 
stand considerable improvement concerns self-help 
skills. As noted earlier, tliis is the time of life when tlie 
cliHd starts to learn how to feed and dress liimself. And 
these skills require a measure of patience on liis parents' 
part. Regrettably, many families today seem to be on 
an incredibly hectic schedule. Everyone is busy and in 
a rush. Consequently, the little one figuring out how 
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to take care of himself becomes more of aii imposition 
tlian someone to be encouraged and praised. 

Let's say the family sits down to breakfast. The toddler 
grabs a spoon and attempts to scoop some cereal into 
liis mouth witliout adult assistance. His parents look 
over and exclaim, "Wow! He's trying to feed himself" 
But then tliey look at the clock and bemoan, "We re- 
ally don't have time for this." They then proceed to 
take tlie spoon away from tliefr little one andhurriedly 
shovel the remainder of the oatmeal into his mouth 
themselves. 

Or let's say everyone is getting ready to go out. Tlie 
parents put a jacket on tliefr toddler, andhe grabs the 
zipper and attempts to fasten Ifrs clothing by him self 
His parents look over and exclaim, "Wow! He's try- 
frig to dress hfruself!" But then they look at the clock 
agafri and bemoan once more, "We really don't have 
time for this. " They then proceed to take over the task 
and quickly zip up the Jacket themselves. Tlie result of 
these actions is that the parents stay on schedule, but 
thefr clifrd develops tlie distfrict impression that when 
he chooses to exercise his new abifrties, it gets in tlie 
way and upsets those he loves, so it is better to just sit 
there and continue letting others do thfrigs for him. 

Furthermore, mothers and fathers need to be aware 
that promoting autonomy in toddlerhood requfres 
luider standing as well as patience. Let's say that the 
faiiuly is havfrig breakfast, and the clfrld decides he is 
gofrig to pour his own milk. As he picks up the bottle, 
he knocks over his glass, and milk gets spilled all over 
the table. Wliat do the parents do? They start scream- 
frig at liim, "What are you dofrig! Look at the mess you 
made! Don't ever do that agafri!" 

Later that same day, the mother and father frivite a 
guest over for dfrmer. As everyone is enjoying the meal, 
the guest decides to refill his wfrie glass. As he picks 
up the bottle, he knocks over his glass, and wfrie spills 
all over the table. What do the parents do? Tliey smile 
at him and say, "That's okay. Accidents happen. Here, 
let's try again." Wliy is it that we are inclined to be so 
much more luiderstandfrig with a guest than with our 
own child? 

Obviously, promoting autonomy in toddlerhood is not 
easy and it does frivite a fafr amount of friconveifrence, 
some unpleasant messes, a few annoyfrig delays, and 
the arrival of several gray liafrs. But loving a child 
means learnfrig to let lifru go. Witli some planning, ef- 
fort, patience andunderstandfrig, parents can ensure 
that thefr child will grow up to be a psychologically 
healthy fridividual who is proud of himself and of whom 



they can be proud. That is a tremendous payoff for tlie 
investment. 

Michael K. Meyerhqff. EdD. is executive director of The 
Epicenter Inc.. "The Education Jor Parenthood Informa- 
tion Center," ajamily advisory and advocacy agency 
located in Lindenhurst. Illinois. He may be contacted 
via e-mailatepicntrinc@aol.com. 



Breastfeeding - continued from page 7 

But there are still too many women who decide not to 
breastfeed. The message contafriedfrithis article about 
the tremendous advantages of breastfeeding both for 
the baby and mother has not been getting tlirough to 
enough people. Many health care professionals sfruply 
don't take the time to educate mothers-to-be about the 
frnportance of breastfeedfrig or have not themselves 
been taught enough about the subject to be effective 
fri convincfrig mothers to make every effort to success- 
fiilly breastfeed. 

What is equally distinbfrig is that too many mothers 
that leave the hospital breastfeeding thefr newborn 
stop too soon, often after the first week or two. In 
2007 only 30.5% of U.S. babies born fri 2004 were 
still exclusively breastfed at three months. This rate 
drops to 11.3% for babies exclusively breastfed at six 
months. And, even though the American Academy of 
Pediatrics recommends that babies breastfeed for at 
least one year, only 20.9% of U.S. babies born in 2004 
breastfed a year later. 

In my eiqaerience, one of the main reasons Am.erlcan 

mothers stop breastfeeding is that there are increasfrig- 
ly more motliers who work outside the home and believe 
that once they go back to work, the breastfeeding must 
stop. Wrong! The supply of breast milk is determfried 
by how often the baby is put on the breast for feeding. 
If suckledless often, tlie iiulk, supply decreases. There- 
fore, there is absolutely no reason to stop breastfeedfrig 
after gofrig back to work. Your baby will easily learn to 
drink either stored breast milk or formula from a bottle 
while you are away and will happfry breastfeed without 
difficulty when you are back home. 

Dr. Eden is the chainiian of the department of pediat- 
rics. Wyckqff Heights Medical Center. Brooklyn. New 
York and a clinical professor of pediatrics. Weill Cornell 
Medical Center. New York. NY. His latest book. Positive 
Parentfrig. rs now available. 



Check Out the Pediatrics Jor 
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Children's Emergencies 

By Martin Belson, MO 

Stinging Insects 



Now that spring has arrived, 
the stiiigiiig insects (i.e. bees, 
wasps, hornets and yeUow 
jackets) are out and about. Cliildren have a tendency to 
aggravate these insects through agitated movemeat and 
noise. This behavior can evoke attack and potentially 
lead to severe allergic reactions. If a child is allergic to 
bee stings, for example, she most likely will be allergic 
to wasp stings and other stinging insects. 

There are some important differences among the sting- 
ing insects. For example, tlie stings of bees and other 
stinging insects differ because the stinger of the bee 
remains in the victim's skin so that bee can only sting 
someone once, whereas wasp and hornet stitigers re- 
main intact and they may stitig multiple times. 

What Are the Signs and Symptoms of a 
Sting? 

Most pecpple who are stimg by an Insect will have 
redness, itching, swelling, and some pain around 
the sting site as a result of the injected venom 
(photo available at www,kidemergencies,com). 
These signs and symptoms may increase over 24-48 
hours and usually resolve in five to ten days. 
Although less common, a skin reaction to a sting- 
ing insect may occiu away from the sting site and 
include hives. Itching, and redness. 
Severe allergic reactions (anaphylaxis) may occiu in 
some individuals after being stung by bees, WEisps, 
or yeUow jackets. A severe reaction may occur im- 
mediately or horns after a sting and may involve 
breathing dif&cvilty (wheezing), .■^we lling deep in the 
throat or low blood pressiue. 

What Do I Do if My Child is Stung? 

1 . If a stinger is present, remove it as soon as possible 
by scraping a sharp edge (e.g., credit card) across 
the woiuid. Do not touch or squeeze the stinger. 
This will force venom (poison) into the skin. 

2. Wash the sting site with soap and water. 

3. Apply a cool compress to help stop the pain and 
sweUiiig. 

4. Administer an antihistamine for hives and itching 
but avoid using both oral forms and creams. 



5. In some cases, yoiu doctor may need to treat your 
cliild with steroids. 

Individuals who know they are allergic to wasp or bee 
stings should carry an epinephrine (adrenalin) auto- 
injector (Epi-Pen) whenever they may be exposed to 
these insects. 

For more information on Epi-Pens see http: / /www. 
allerglccliild.com/epipen_ana_medicalert.htiii. 
An Epi-Pen is available by prescription from a phy- 
sician. 

For a demonstration on how to use an Epi-Pen, 
go to http://www.allergyinatlaiita.com/afQliatel/ 
tr e atiii ent s / index, php . 

Your pediatrician may recommend consultation 
with an allergist /immunologist for evaluation and 
possible skin testing for fire ant hypersensitivity if 
yoiu child has had a serious reaction to a fire ant 
sting. 

Tips to Lessen the Risk of Being Stung 

1 , Stay away from places where stinging insects are 
foiuid, such as around flowers, garbage cans, picnic 
grounds, and other places food is kept, 

2, Be aware of surroundings. Listen for buzzing and 
look for nests or hives, 

3, While you are walking in grassy areas or dohig yard 
work, wear long pants, long sleeves, a hat, gloves, 
and shoes, 

4, Wear light-colored clothing. Dark blue and black 
seem to attract attack, 

5, Carry protection. Use a flying insect killer with a 
long-range spray only when necessary, as injured 
insects send out pheromones that attract others 
to thefr defense. Though repellents aren't effective 
against bees or wasps, the continuous flow of air 
from an aerosol spray may confrise them, giving 
you time to escape, 

6, Stand still when in the presence of a stinging in- 
sect, TeU kids to pretend they're statues. Rapid 
movement startles the insect and encourages it to 
sting, 

7, Try blowing gently on the insect. This can encoin- 
age it to move on while not startUng it. 

Continued on page 13 
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Pediatric Points 

By Carolyn Roy-Bornstein, Mb 

Dispelling Fears and Misconceptions 
About Vaccines 



For the past teii years I have 
been fielding qiiestious fi^oiu 
parents who are concerned about a possible liiik be- 
tween certain vaccuiatious and the development of 
autism. Even tliough scientific evidence at this point 
is very strong that there is no causal relationship, I 
aiu getting more qiiestious now than ever. Part of tlie 
problem is tliat we stiU don't know what causes autism , 
its rates are still rising, and that's frightening. The 
Internet is both a blessing and a ciuse when it comes 
to dispensing information, and it's very difficult for 
parentstosort out truth from hype or seusatioualism. 
Here are my two cents cm two vaccine inytlis. 

Myth #1: MMR Vaccine Causes Autism 

The measles- mumps- rubella - MMR - vaccine con- 
troversy began in 1998 when British gastroeuterolo- 
gist Dr. Andrew Wakefield described a series of 12 
children with developmental regression and stomach 
problems. Nine of the 12 had been diagnosed with 
autism. Eight of the nine children's parents reported 
that the start of their behavioral changes coincided 
with the administration of the MMR vaccine at 12 to 
15 months of age. This also happens to be the same 
age at wliich autistic behaviors tend to emerge. But 
a temporal relationship does not necessarily imply 
cause and effect. While Wakefield and his colleagues 
offered a theoretical mechanism of action, they never 
actually proved it. Wakefield argued that these 1 2 chil- 
dren must have been infected with the vaccine strain 
measles virus causing infl ammation in the stomacii, 
wliich allowed potential neiuotoxtns into the body. 
Wakefield and his co-authors' study was published in 
theBritishmedicaljovunalLancet and caused a media 
frenzy. Inuiivuiization rates pliuimieted despite these 
authors never offering proof of their theory. 

Since then, niunerous scientific stvidies have failed to 
demonstrate a link between autism and the MMR vac- 
cine. Some were large studies that compared rates of 
autism in vaccinatedvs. unvaccinated cliildren. Otliers 
noted an increase in the rates of diagnosis of autism 
without a similar increase in MMR administration. In 
Japan, where MMR vaccine coverage was suspended 
for a time, the rates of autistic spectrum disorders 



(ASD) continued to rise. One important recent study 
failed to detect persistent measles virus in autistic 
cliildren who got their routine MMR. 

Tlie bottom line regarding tlie Wakefield report is that 
it was a very small study with very few children and 
that proposed a theory with no proof. Importantly, 10 
of the 1 2 authors of that study have since published 
retractions of their findings. The Institute of Medicine 
(lOM) has concluded that, "the body of epidemiologi- 
cal evidence favors rejection of a causal relationship 
between the MMR vaccine and autism." 

M3rth #2: Thimerosal Causes Brain 
Damage 

Another recent vaccine scare involved thimerosal, 
which has been used as a preservative in vaccines, 
eye solutions and other pharmaceutical products for 
decades. It contains trace amounts of ethyl mercury, 
an organic merciuy related to, but quite different from, 
methyl mercury, which is contained In contaminated 
fish such as tuna and swordflsh. Methyl merciuy is 
a known neiuotoxin that readily crosses the placenta 
and is known to cause brain damage. (This is the rea- 
son cliildren and pregnant women are advised to limi t 
their consimiption of certain types of seafood to two 
servings a week and avoid other types altogether.) Ethyl 
mercury, on the other hand, crosses into the brain less 
readily and is broken down and cleared by the body 
more quickly than methyl mercury. 

Exposure to cumulative amounts of trace thimerosal 
foiuid in vaccines has never been proven to cause any 
adverse effects in children. In 2001 , despite the theo- 
retical risk of adverse effects, the American Academy 
of Pediatrics (AAP) and the US Food and Drug Admin- 
istration (FDA) urged manufacturers to remove thime- 
rosal from vaccines as a precautionary measiue and 
to maintain the pubhc's trust in the vaccine program. 
Currently only certain types of flu shots stiU contain 
thimerosal. All the rest of the vaccines in the currently 
recommended schedule are thimerosal- free. 

Continued on page 13 
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Pediatric Insider 



By Roy Benaroch, MO 



I have a 21 month old 

with chronic asthma 

anS broiicliitis. Wliat would 

you reconmiend to help treat my child? Also, what is 

yoiu view on goat milk? 

A Asthma is one of the most conuuon clironic dis- 
eases of childhood, and has become much more 
common in the developed world over the past twenty 
years. Young cliildren with astlima have recurring 
bouts of wheezing or couglitiig, most conuuoiily trig- 
gered by ordinary viral colds. The usual way that these 
kids come to medical attention is that they develop se- 
vere or prolonged coughs or wheezing breatliing when 
they catcli a cold. 

lutliepast, tliere were few good treatments for astlima, 
and children with asthma tended to stay sick. They 
spent more time indoors, and were often luiable to run 
and play like other children. Even today, many parents 
and even some doctors are reluctant to say or believe 
that a cliild has asthma. Sometimes, children with 
asthma are said to have recurrent "broncliitis" or "reac- 
tive airways disease, " but diese terms should no longer 
be used. These days, it'simportant to diagnose asthma 
correctly so children can be treated in the best possible 
way, Witli good, state-of-the-art medical care, cliildren 
with asthma should have no restrictions at all on their 
activities, andcanbemanagedvery weUathome, Even 
cliUdren with severe asthma can do very well, 

Tlie first step in managing asthma well is to teach par- 
ents how to avoid triggers , and how to recognize signs of 
an asthma flare-up in their child, A variety of medica- 
tions are very effective, including some that are taken 
just "as needed" and otliers that work best if taken 
every single day. You'll need to work wltli yoiu pedia- 
trician to develop a treatment plan, but once this is in 
place you ought to be able to keep your child healthy 
and well almost aU of the time, FoUow your doctor's 
instructions, and if you don't luiderstand anytliing, 
ask. If your cliild continues to have problems despite 
the medication your pediatrician is prescribing, then 
ask for a referral to a specialist. 

Goat's mUk is great for baby goats, but reaUy doesn't 
offer any advantages over cow's milk for oiu: children. 



For children who are allergic to traditional milk, soy 
milk is a good, nutritious, and relatively inexpensive 
alternative for toddlers. Goat's milk is ejqjensive, and 
is nutritionally inadequate - especially for the vitamin 
folate. Note that infants less than one year of age shoidd 
be fed only conuuercial infant formula or breast milk 
(in addition to age -appropriate solids]. 



Flat Heads 



I am adopting a cliild inter natiouaUy and my 
nine-month-oldbaby girl has a head tliat is not 
tmly flat at tlie back, which I luiderstand, as the ba- 
bies lay in their cribs on their backs most of the time, 
but also on the side. I am most concerned about tlie 
right side of her skull because it is liigher than the left 
side by about 'A-inch, Wlien I stand above her look- 
ing down at the top of her head, the right side of her 
face is slightly more frontward than the left side, , , she 
has had a large bump at the base of her head where 
the neck connects in the back. They said she hit her 
head. I don't know if she has water on the brain, if it's 
a cranial problem, etc. Whatever you can do to help, 
I woidd so appreciate it, 

A First, congratulations on your growing family! 
There are a few different causes of flattened 
heads, and you probably won't be able to know for sure 
what needs to be done luitfl your own doctor examines 
yoiu daughter, "Water on the brain" - also caUed "hy- 
drocephalus" - occius when there is a blockage to tlie 
flow of fluid around the brain. It's most commonly seen 
ill babies who were bom prematurely and had bleeding 
in tlie brain, UsuaUy, tlie head grows large in hydro- 
cephalus, but grows proportiouaUy, If there's a flat, 
asymmetric area, it's probably not hydrocephalus. 

More likely, she has "plagiocephaly," which is head 
flattening caused by the way bones grow. Most com- 
monly it occurs when a cliild lays on her head in tlie 
same position for a long time, Plagiocephaly caused by 
external pressure does not cause brain damage, and 
a smaU degree of plagiocephaly doesn't require any 
therapy. In fact, almost all of us have at least a little bit 
of imperfection in the roundness of our heads. But if the 
plagiocephaly is pronounced, a flberglass "helmet" can 
be custom made to help tlie head grow rounder. These 
work best if they're fitted by six months of age. Some 
kids with this sort of plagiocephaly have weakness in 
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tlieir neck muscles, preventing good head movement 
Tliese kids should be referred for physical therapy. 

Rarely, plagiocephaly can be caused by bones in tlie 
skull fusing closed too early. These babies should be 
lugently referred to a neurosiugeon, as a delay in treat- 
ment can lead to serious problems. Usually the physical 
exam will reliably indicate if tliis has happened, and 
no further tests are needed. If if s unclear if the bones 
have fiised properly, a head CT scan may be needed. 

Roy Benaroch. MD. FAAP is an associate clinical profes- 
sor of ediatrics withEmory University, and is inprivate 
practice with Pediatric Physicians. PC in Atlanta. His 
Jirst book. A Guide to Getting the Best Health Care for 
Your Children, is now available. He recently start a blog 
at http:/ / www.pediatricinsider.com / . 

Send your questions to QandA@pedsJorparents.com 
or Pediatrics Jor Parents. PO Box 219. Gloucester, MA 
01931. Please keep them general in nature as we can't 
give specific advice nor suggest treatment/or your clUld. 
All such questions should be asked of your ctuld's doc- 



Cavities in Overweight 
Kids 

Overweight kids are at an increased risk for many 
healtli problems, but dental cavities aren't one. A study 
from theEastmaiiDepartaient of Dentistry, University 
of Rochester found that weight had no effect on rate of 
cavities in children two to five years old, but in children 
six to eighteen years old, being overweight was associ- 
ated with a lower rate of cavities. 

Tlie findings surprised the researchers. According to 
Dorata Kopycka-Kedzierawski, DDS, MPH, the lead 
author, "We expected to find more oral disease in 
overweight cluldren of all ages, given the similar causal 
factors that are generally associated with obesity and 
caries. Our findings raise more questions than answers. 
For example, are overweight children eating foods 
liigher in fat rather than cavity- causing sugars? Are 
their diets similar to normal weight peers but lead more 
sedentary lifestyles? Research to analyze both diet and 
lifestyle is needed to better understand the results. " 

Community Dentistry & Oral Epidemiology . 4/08 

Check Out Our Website For More 
^^H^ Children's Health News 
^^^H www.pedsforparents.com 



Stinging Insects - continued frontpage 10 

8. If attacked, place your hands and forearms across 
yoiu head to protect your eyes, throat and neck. 
Brush insects off the skin with a sideways motion. 
Move away quickly and quietly, as agitated move- 
ment and noise can irritate the insects and evoke 
fiutlier attacks. 

9. Don't wear strong perfumes or cosmetics, particu- 
larly floral- scented ones, which can attract bees 
and wasps. 

10. Don't leave opened cans of sweet drinks or beer 
standing around. Always check before drinking 
from an open container, even if it contains only 
water. 

Martin Belson. MD is a pediatric emergency medicine 
physician at Children's Healthcare of Atlanta at Scottish 
Rite, a medical toxicologist. creator /editor of www.kide- 
mergencies.com and host of the Pediatric Health Hour 
every Wednesday at 9AM on www.radiosandysprings. 
com. He is also the author of www.kidemergencies. 
com. a user-friendly, free resource on clUldren's health 
emergencies and poisonings for everyday mothers and 
fa tilers. 

Vaccines - continued from page 11 

Since then, numerous studies have not demonstrated a 
liigher incidence of autism or ASD in cliildren vaccinat- 
ed witii thimerosal-contaiuiug vaccine compared with 
cliildren vaccinated with the thimerosal-free version. 
Other studies foiuid that the rates of autism continue 
to rise even though tiiimerosal has been removed from 
childhood vaccines. Again, the lOM concluded that 
the evidence favors rejection of a causal relationship 
between tiiimerosal- containing vaccines and autism. 

Let's Keep 'Vaccine Myths in Perspective 

We all want to protect oiu cliildren flrom disease wlifle 
keeping them safe from harm. At this point it seems 
clear that the benefits of vacciuation against real dis- 
ease far outweigh any risks. There has been a greater 
than 99% decrease ui the reported incidence of measles 
since the measles vaccine was first licensed in 1963. 
But measles is still aroimd and it is a nasty disease. 
Acute measles encephalitis, which often residts in 
permanent brain damage, occurs in one of every 1,000 
cases: death occurs in one to three of every 1 , 000 here 
in the U.S. 

It is clear that we still don't know what causes autism, 
but the question about the role of vaccines in its de- 
velopment has been answered and research dollars 
should be spent looking elsewhere. 

Carolyn Roy-Bomstein is a board certifed pediatrician 
in private practice in Haverhill. MA. 
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Watch Your Mouth! 



By &iusy Romano-Clarke, MO 



Detital decay is the single most coimuon chicmlc dis- 
ease of cliildhood. It is caused by a bacterial tiifec- 
tion ill the iiioutli aiid occurs flve-ttiues more often in 
cliildreii than asthma. As a pediatrician, I see cliildren 
every day who live with untreated dental decay. Despite 
the centuries of advances we have made in medicttie 
and public health right here in Massachusetts, nearly 
half of all cliUdren tn our state have experienced dental 
decay by the time they reach third grade. 

Dental decay can profoiuidly impair a child's ability 
to eat. sleep and concentrate. Recent connections 
discovered between oral health and pancreatic cancer 
add to the mountain of evidence showing tlie strong 
link between dental disease and poor health outcomes. 
Hiese connections follow us through the lifespan, with 
associations to heart disease, liuig disease, diabetes 
and the delivery of pre-term, low-birthweight babies. 
As with many diseases, children witli dental decay most 
often grow up to be adults with dental decay. 

Tlie good news is tliat dental decay is preventable. We 
have some tried and true comniouseuse solutions to 
what the U.S. Surgeon General has called the nation's 
sHent epidemic. Together we can ensure that cliildren 
have access to care and prevention. 

Oral Health and School Readiness 

We all know that healthy kids learn better. Cliildren 
who have luitreated decay have trouble eating, sleeptiig 
and paying attention m school, hi fact, nationally 51 
million school hours are lost each year due to dental 
decay. To ensure that our children have every oppor- 
ttuuty afforded to them, we need to make preventive 
treatment available in the places where they spend 
their days - in schools, preschools, and commmiity- 
based settings. 

To ensiu^e that kids get off to a healthy start, we must 
work together to Implement local solutions. When 
schools and parent- teacher organizations make Iti- 
school screenings, sealants and fluoride treatments 
available during the day, kids stay in school and con- 
tinue to progress. 

Prevention 

Tlie Watch Yovu Mouth campaign identifies tliree major 
areas of prevention: dental sealants, fluoride treat- 
ments, and oral screenings. 



A dental sealant Is a thin plastic coating that Is pro- 
fesslonaUy applied to the surfaces of molar teeth to 
prevent cavities. Sealants benefit children and yoiuig 
teens because they provide a physical barrier that 
keeps bacteria from infecting the pits and grooves on 
the chewing surfaces of teeth. This important preven- 
tive measure can be offered through school-based and 
community health settings and In dental offices. 

Fluoride occurs naturally and can help prevent dental 
decay by strengthening the teeth and making them 
more decay resistant. Fluoride treatments come in tlie 
form of community water, toothpaste, gels, varnish, 
and mouth rinses. Sealants, along with consistent 
exposure to fluoride, canpreveut the majority of tooth 
decay in children. 

Community water fluoridation is a safe and effective 
preventive m.easuTe. Levels of fluoride can easily be 
adjusted in commiuiity water supplies. Fluoride keeps 
tooth enamel strong and prevents tooth decay and tlie 
serious problems that occiu with dental infections. 
Withanaveragecost of $.50 per person per year, water 
fluoridation also saves millions In dental treatment and 
insurance costs. 

Pediatricians and fanuly physicians can play an active 
role in oral disease prevention. New pediatric models of 
care address early childhood dental decay in states like 
Massachusetts. Washington, North Carolina and New 
Hampshire. For instance, tlie Healthy Teeth for Tots 
program in Boston, MA cafls for oral health education 
and tlie application of fluoride varnish to children's 
teeth at well-chfld visits during the first tliree years 
of life. Applying fluoride varnishes to children's teeth 
prevents tooth decay and reverses early disease. A 
program Uke Healthy Teeth for Tots indicates that the 
medical profession is moving closer to bridging the ar- 
tificial gap between general health and oral health and 
is giving chfldren's mouths the care they deserve. 

To protect the health of the next generation, we must 
work together to ensiue that children have access to 
preventive care in their communities. 

Dr. Gitisy Romano-Clarke is a pediatrician and director 
of Healthy Teeth for Tots, a pediatric oral health pro- 
gram located at Dorchester House MultiService Center 
in Dorchester. MA. She is also a member of the Watch 
Your Mouth coalition. 
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Lack of Sleep Among Seven Year Olds 

By Ed Mitchell, MD 



An adequate amoimt of sleep is iiuportaut for optimal 
health and well being throughout life. In adults, sleep 
restriction is associated with poor mental function and 
mood distinbances, as well as with obesity and raised 
blood pressure. There have been few studies of sleep 
diu'ation iti cliildreii, and these have mostly focused 
on cliildren attendiug diiilcs. Most otlier studies have 
relied on parental reports of their dilld's sleep dura- 
tion. 

A recent study from New Zealand reported in the medi- 
cal Journal Sleep described the factors affecting sleep 
dmation in 7-year-old children. The study focused on 
591 seven year olds whose sleep duration and physi- 
cal activity were assessed objectively by actigraphy 
(a non-invasive method used to study sleep-wake 
patterns and circadian rhytluus by assessing move- 
ment). Tliese children had been followed at various 
ages since birth. 

Tlie average sleep duiatlau was 10.1 hours, but the 
amount varied considerably, with the majority getting 
between 8 and 1 2 hours of sleep. The study found that 
sleep dmation was: 

41 minutes shorter in siuumer compared with 

winter 

31 minutes shorter on weekends than weekdays 

12 minutes shorter If the child had a younger 

brother or sister, and 

41 minutes shorter if bedtime was after 9:00 pm. 

Many parents would have experienced dif&cidty with 
gettitig cliildren to go to sleep on siuumer nights when 
it remains light outside, but the size of tlie effect was 
luiexpected. Seven year olds go to bed later on week- 
ends but still wake at the same time, thus shortening 
the time asleep. This contrasts with adolescents who 
typically go to bed late, but wake up even later, so 
they often have more sleep on weekends than during 
the week. 

Children who slept less than nine hours were more 
likely to be overweight or obese and to have a 3 . 34 per- 
cent increase m body fat tiian those who slept for more 
than lime horns. There was a three-fold increased risk 
of the child being overweight or obese. This effect was 
independent of physical activity or television watching. 
Attention to sleep in chUdliood may be an important 
strategy to reduce the obesity epidemic. 



Short sleep duration was also associated with higher 
emotional UabUlty scores. However, there was no as- 
sociation found between sleep diuatiou and intelligence 
or ADHD. 

Tlie American Academy of Sleep Medicine lAASM) offers 
some tips to help your child sleep better: 

Follow a consistent bed tim e routine. Set aside 10 

to 30 minutes to get yoiu cliild ready to go to sleep 

eacli night. 

Establish a relaxing setting at bedtmie. 

Interact with your child at bedtime. Don't let tlie 

TV, computer orvldeogamestake your place. Read 

a story together. 

Keep yoiu children from TV programs, movies, and 

video games that are not right for their age. 

Do not let your child fall asleep whUe being held, 

rocked, fed a bottle, or wliile nursing. 

At bedtime, do not allow your cliHd to have foods 

or drinks that contain caffeine. Tills mcludes 

chocolate and sodas. Try not to give him or her 

anymedlcinethathas a stimulant at bedtime. Tills 

includes cough medicines and decongestants. 

Parents who suspect that their child might suffer from 
a sleep disorder are encouraged to considt with thefr 
cliUd's pediatrician or a sleep specialist. 

Dr Ed Mitchell is a pediatrician Jrom Auckland. New 
Zealand. He trained at St George's Hospital Medical 
School in London and has umrked in the UK. Zambia 
and New Zealand. His clinical work is in developmental 
paediatrics. Since 2001. he has been the professor of 
child health research at the University of Auckland. 



Seasonal Variations in Vision 

People bom m June and July are more Hkely to be 
myopic (near-sighted) than those born In December 
and January. Thlsisresidt of a study of 277, 000 Israeli 
military recruits who were born and grew up in Israel. 
No one knows why a seasonal influence exists since 
genetic factors are the single strongest factor in pre- 
dicting vision problems. Scientists postulate that tlie 
influence of light on vision may occur tlirough mother- 
baby biological signals before birtii, through the baby's 
dfrect exposure to light after birth, or both. 
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A Few Words 
from the Editor 

I aiu pleased to welcome two new 
regular contributors - Drs. Belson 
and Roy-Bornstein. Both are expe- 
rienced pediatricians and want to 
share their knowledge with you. 

Dr. Belson works in a pediatric 
emergency room. His writing reflects 
Ills unique perspective - treating 
kids when they are sick enough to 
be seen in the emergency room. It 
can be a stressful time for everyone 
involved. 

Among liis other activities, he runs 
Ills own website - www.kidemergen- 
cies.cont. It an excellent site and one 
you should check. 

Dr. Carolyn Roy-Bornstein has 
many years of experience in both 
primary care pediatrics and pediat- 
ric emergency care. Her writing on 
pediatric topics appears in a local 
newspaper. 

Dr. Roy Benaroch has taken over 
the question and answer column. 
He has also started a new blog. You 
can check it out at www.pediatricin- 
sider.coiii. 

Please keep sending your qiiestions 
and column ideas. We read them all 
and they help us produce a better 
newsletter. 

Rich Sagall. MD 
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